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ABSTRACT 
Background: The majority of patients who attend emergency departments (EDs) in 
Saudi Arabia have non-urgent problems, resulting in overcrowding, excessive waiting 
times and delayed care for more acutely ill patients. The purpose of this research was to 
examine the reasons for non-urgent visits to a Saudi ED and factors associated with 
patient perceptions of urgency.  
Methods: We administered a survey to 350 consecutively presenting Canadian Triage 
and Acuity Scale (CTAS) IV or V adult patients at a large tertiary ED in Riyadh region, 
Saudi Arabia, during 25 days of data collection in March 2013.  
Results: Over half of the sample usually visited the ED to access healthcare. The most 
common reasons for attending the ED were not having a regular healthcare provider 
(63%), being able to receive care on the same day (62%), and the convenience of and 
access to medical care 24/7 (62%). Approximately two-thirds of CTAS V patients and 
one-third of CTAS IV patients believed their condition was more urgent than their 
triage nurse rating.  
Conclusion: Multiple factors influence non-urgent visits to the ED in the Saudi context 
including insufficient community awareness of the role of the ED and perceived lack of 
access to primary healthcare services. 
 
Keywords: Emergency department, non-urgent, patient perception, Saudi Arabia, triage 
system.  
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INTRODUCTION 
Overcrowding in the emergency department (ED) is dangerous. Periods of high 
ED crowding are associated with increased adverse events and patient mortality, greater 
inpatient length of stay and hospital costs (Sun et al., 2013). In Saudi Arabia, increasing 
utilisation of EDs for non-urgent problems is the leading cause of overcrowding 
(Qureshi, 2010). Although Saudi citizens have access to unlimited, free medical care 
through a network of primary healthcare centres (PHCCs) throughout the country, 
Middle Eastern prevalence studies have found between 59.4% (Siddiqui and Ogbeide, 
2002) and 88.7% (Shakhatreh et al., 2003) of patients presenting to EDs are categorised 
as non-urgent. This can result in prolonged waiting times and delayed intervention for 
more acutely ill patients (Elkum et al., 2009). One study examining trends in ED 
utilisation over a three-year period in a hospital in the Eastern region of Saudi Arabia 
found that the number of visits increased by approximately 30% and of these, 
approximately 60% of patients presented with non-urgent conditions (Rehmani and 
Norain, 2007). Length of stay also increased over this period and some non-urgent 
patients had multiple visits to the ED (Rehmani and Norain, 2007).   
Given the growing evidence for overcrowding in Saudi EDs, it is important to 
examine the factors that influence patient preferences for visiting the ED with non-
urgent problems (Pines et al., 2011). Recent systematic reviews have identified younger 
age, convenience of the ED compared with alternatives, not having a regular physician 
or source of healthcare, and negative perceptions about alternatives such as primary care 
providers all play a role in driving non-urgent ED use (Carret et al., 2009; Uscher-Pines 
et al., 2013), but these factors may not generalise to the unique features of the Middle 
Eastern healthcare system. Possible contributors suggested in the Middle Eastern 
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literature include: the desire to receive care on the same day, the possibility of having 
laboratory tests and other investigations which are not provided in PHCCs, the lack of 
trust in primary care services, and convenience for patients who prefer medical 
treatment that is available 24/7 (Jerius et al., 2010; Qureshi, 2010; Rehmani and Norain, 
2007). However, the existing research on non-urgent presentations across the Middle 
East is very limited and the reasons are not clear. Hence, further research is needed to 
examine the reasons for non-urgent visits to develop evidence-based solutions. 
With increasing ED utilisation, formalised triage systems have been developed 
to identify and prioritise those patients presenting with life-threatening conditions, as 
well as providing timely care to those with non-urgent problems. Qureshi’s (2010) 
review of triage systems in the Middle East found that research is extremely limited in 
this area and argues for the adoption and evaluation of nurse-led triage systems in Saudi 
Arabia and across the region. Although practice is inconsistent (Al-Johani, 2009), most 
of the triage systems used in Saudi Arabia are adaptations of either the Canadian Triage 
and Acuity Scale (CTAS; Beveridge, 1998), Manchester Triage System (MTS; 
Mackway-Jones, 1997) or Australasian Triage Scale (ATS; Australasian College for 
Emergency Medicine, 2002). Only one Saudi study has evaluated the effectiveness of a 
formal ED triage system (Elkum, 2011) and there is a clear need for research to evaluate 
the effectiveness of ED triage systems in the Middle East generally and in Saudi Arabia 
specifically. No published studies could be found that have examined patient 
perceptions of urgency or satisfaction with nurse-led triage systems in the Middle East.   
In summary, there are major gaps in the Middle Eastern literature on ED 
overcrowding and triage systems. Studies are lacking that examine the factors 
influencing non-urgent ED use and no studies have surveyed patients to examine the 
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reasons that influence their decision to attend the ED with non-urgent problems. 
Moreover, almost no data exist on patient perceptions of urgency or use of triage 
systems. The purpose of this research was to examine the reasons for non-urgent visits 
to a Saudi ED and factors associated with patient perceptions of urgency. 
 
Research questions 
1. What factors influence Saudi patients to present to the ED with non-urgent 
problems as assessed by the Canadian Triage and Acuity Scale (CTAS) 
categories IV and V? 
2. How do Saudi patients presenting to the ED with non-urgent problems perceive 
the urgency of their condition and how does this compare to ED nurse ratings? 
 
METHODS 
Setting and sample 
This descriptive-exploratory study was conducted at a large tertiary referral 
government hospital ED in Riyadh, Saudi Arabia. The hospital is run by the Ministry of 
the Interior to provide healthcare services for its employees and their families, as well as 
emergency care for all residents (Almalki et al., 2011). This includes all employees who 
work for national security, naturalization, immigration and customs departments in 
Saudi Arabia. It is a 508-bed hospital, including a 35-bed ED, which incorporates 
paediatrics, obstetrics and gynaecology sections. In 2011, the number of patients who 
visited the ED totalled 116,011 representing 15.5% of total patients visiting the hospital.  
The sample for this study included consecutively presenting non-urgent adult 
male and female patients, triaged as CTAS level IV or V. The data collection period 
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included 25 days in March 2013. Each day we recruited patients during one of three 
different time periods, in random order: (1) 08:00-16:00 hours, (2) 16:01-23:00 hours, 
(3) 23:01-07:59 hours. During the month of data collection 14,109 adult and paediatric 
patients presented to the ED. Of these, 5,453 (38.6%) were non-urgent adults. 
Approximately half were women (53.7%). The final sample included 350 adult patients 
who presented to the ED with non-urgent problems. Six potential participants did not 
consent to the survey giving a 98.3% response rate overall. 
Measures  
As there were no existing instruments available, a 25-item survey was developed 
based on previous studies (Durand et al., 2011; Field and Lantz, 2006) and translated to 
Arabic. We sought feedback about the face and content validity of items from senior ED 
staff and pre-tested the survey with 10 non-urgent ED patients to determine clarity and 
sensitivity to the target population. All items were found to be relevant and only minor 
modifications were necessary such as adding a neutral option to Likert response scales.  
Demographic characteristics. Data were obtained from the patient’s ED 
admission record including age, gender, marital status, place of residence, highest level 
of education and employment status. We recorded the day, time and mode of arrival to 
the ED and the patient’s reason for seeking healthcare. 
Usual healthcare practices. Six items assessed usual healthcare practices: (1) 
Do you have a regular primary healthcare provider? (2) Where do you usually go for 
healthcare? (3) How many times did you go to the primary healthcare clinic during the 
past year? (4) How satisfied were you with the care provided by your local PHCC? (5) 
How many times did you go to the ED during the past year? and (6) Did you contact a 
primary care provider for this problem before coming to the ED? 
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Reasons for attending the ED. We asked patients to report: (1) Why did you 
choose to attend the ED for your problem today? (2) Did you come to the ED for any 
specific treatments or tests? (3) How much time has elapsed since the beginning of the 
complaint that you have today and the decision to go to the ED? and (4) Who was 
involved in the decision to attend the ED? Based on a review of the literature we 
included six possible reasons for attending the ED and an open ended question for 
patients to identify any other reasons not listed.   
Perceptions of urgency. Patients were asked to rate the urgency of their 
condition on a 10-point numerical rating scale from 1 (not at all urgent) to 10 
(extremely urgent). In addition we sought each patient’s self-reported level of urgency 
according to the CTAS. Using an A4-sized poster of CTAS levels with simple 
descriptions (Table 1), patients were asked to identify the triage category that best 
represented their complaint. Finally, we included a 5-point Likert scale (1 = very 
dissatisfied to 5 = very satisfied) assessing satisfaction with the triage system used in the 
ED. 
Data collection 
As per the ED protocol, arriving patients were assessed by the triage nurse and 
assigned to a CTAS acuity level. After being assessed as non-urgent the triage nurse 
provided potential participants with a study information sheet. After allowing 15-20 
minutes for patients to read and absorb the participant information, the patient was 
approached by the researcher who explained the purpose of the study. On obtaining 
verbal consent, a 10 minute face-to-face survey was administered in a private area used 
for patient assessment to ensure participant privacy and confidentiality. No identifiable 
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patient information was collected. All study procedures were approved by the 
University Human Research Ethics Committee. 
Data analysis 
Survey data were entered into SPSS version 21. To answer the first research 
question, descriptive statistics were computed to examine the self-reported reasons for 
attending the ED as well as factors influencing decision-making and use of healthcare 
services. To answer the second research question, descriptive statistics were also used to 
summarise the respondents’ perceptions of urgency and use of the triage system. We 
examined agreement between triage nurses and patients’ CTAS ratings using crosstabs 
and Cohen’s kappa statistic. Finally, associations between patient characteristics and 
reasons for attending the ED as well as perceptions of urgency were examined using 
correlations and t-tests. For all analyses, the level of statistical significance was p < .05.  
 
RESULTS 
Sample characteristics 
Table 2 summarises the sample characteristics. With a mean age of 32.1 years 
(SD = 12.2, range 18-80), more than half of the participants were men (57.7%; n = 202) 
who were married (61.4%; n = 215) and unemployed (55.7%; n = 195). Ninety-five 
participants (27.2%) had not completed high school, 150 (42.9%) had completed high 
school and 97 (27.7%) were college educated. Most participants were living in an urban 
area (88.3%; n = 309).  
The sample included 160 (45.7%) CTAS IV and 190 (54.3%) CTAS V patients. 
Approximately half (54.6%; n = 191) arrived during the day (08:00-16:00), one-third 
(36.6%; n = 128) in the evening/night (16:01-23:00) and 8.8% (n = 31) during the 
9 
 
morning (23:01-07:59). Most arrived by walking to the ED (69.7%; n = 244) or by car 
(28.3%; n = 99) and only 2% (n = 7) arrived by ambulance. Table 3 presents the 
participants’ primary reason for seeking healthcare. Approximately half of the sample 
(55.1%; n = 193) presented to ED with acute pain problems and of these, 56 (29%) 
patients presented with abdominal pain, 46 (23.9%) ear, eye, nose and throat pain, 34 
(17.7%) limb/joint pain, 26 (13.5%) headache, 20 (10.4%) back pain, and 11 (5.7%) 
non-cardic chest pain. Cold and flu symptoms (9.4%; n = 33) and fever (9.1%; n = 32) 
were also common presenting complaints. 
Most participants (86.9%; n = 304) did not have a regular primary healthcare 
provider. Approximately half (52.9%; n = 185) of the sample usually visited the ED to 
access healthcare, whereas approximately only a quarter visited private clinics (24.6%; 
n = 86) or PHCCs (22.3%; n = 78). Patients typically did not attend PHCCs often, and 
their satisfaction level with care provided by local PHCCs was mostly neutral (40.6%; n 
= 142) or dissatisfied (31.1%; n = 109). The major reason reported for dissatisfaction 
with primary care was lack of access and convenience. Examples included frustration 
with the appointment system, poor telephone communication, long waiting lists, and 
restricted opening hours. Approximately half (47.7%; n = 167) had visited the ED more 
than three times during the past year, although 24.3% (n = 85) had visited more than 
five times. Finally, there were very few referrals to the ED with only 4.9% (n = 17) 
having contacted a primary care provider for their presenting problem before arriving to 
the ED. 
Reasons for non-urgent presentations 
Reasons for attending the ED with non-urgent problems are summarised in 
Table 4. The most common reasons reported for attending ED were not having a regular 
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healthcare provider (63.4%; n = 222), being able to receive care on the same day 
(62.6%; n = 219), and the convenience and access to medical care 24/7 (62.6%; n = 
219). Other common reasons included the perception that the ED provides better care 
than other health services in the area (44.6%; n = 156), access to investigations such as 
blood tests and x-rays (37.4%; n = 131), and the perceived urgency of their problem 
(22.3%; n = 78). Although patients were able to provide other reasons for attending the 
ED, none were elicited from the sample.  
Approximately two-thirds (64%; n = 224) of the sample decided to present to the 
ED within 24 hours of the beginning of their illness. About one-third (34%; n = 119) 
took up to a week to decide to attend the ED and 2% (n = 7) took more than a week 
(range = 10 to 30 days) since the onset of their complaint and the decision to go to the 
ED. While 52.9% (n = 185) of the sample independently decided to attend the ED, 
family members were also involved in decision-making for 50.6% (n = 177) of the 
sample. A small number decided to visit the ED on the advice of their employer (4.6%; 
n = 16) or their general practitioner (1.7%; n = 6). Many patients attended the ED to 
request specific treatments and tests. Approximately a third of the sample attended for 
an X-ray (34.3%; n = 120) or blood test (27.7%; n = 97), while 19.1% (n = 67) attended 
for parenteral medication and 16.3% (n = 57) for a sick leave certificate. Only six 
(1.7%) patients attended because they had a laceration requiring suturing.  
When examining associations between reasons for attending the ED and patient 
characteristics, those without a regular healthcare provider were more likely to present 
to the ED for all of the reasons stated (p < .05). Participants who were married (p < .01), 
from a rural area (p < .05), or had lower educational status (p < .001) were more likely 
to present to the ED because they did not have a regular healthcare provider, 
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convenience and access to medical care 24/7, the perception that the ED provides better 
care than other health services, and access to investigations. Older participants (> 60 
years) were more likely to present because of the belief that the ED provides better care 
and access to investigations (p < .01). Also, women were more likely to attend the ED 
for convenience and access compared to men (p < .01). 
Perceptions of urgency  
The mean self-reported urgency rating was 5.77 (SD = 1.75) on a 10-point scale. 
Two-thirds (66.3%; n = 232) perceived themselves to be above the mid-point of the 10-
point urgency scale. There was very poor agreement between the nurse allocated triage 
rating and patients’ self-classification of urgency according to CTAS descriptors (κ = 
.03, p = .42). Table 5 shows that only one-third (34.7%; n = 66) of patients in CTAS V 
were in agreement with ED nursing staff that their condition was non-urgent. The 
remaining 65.3% (n = 124) of patients who were categorised as CTAS V believed their 
condition was more urgent: either semi-urgent (44.2%; n = 84) or urgent (14.7%; n = 
28), and a small minority believed their condition was emergent (6.3%; n = 12). 
Although 42.5% (n = 68) of the CTAS IV patients were in agreement with the triage 
nurse, 31.8% (n = 51) believed their condition met a higher CTAS category: 25.6% (n = 
41) perceived their condition was urgent and 6.2% (n = 10) perceived their condition 
was emergent. On the other hand, 25.6% (n = 41) of patients who were categorised as 
CTAS IV perceived their condition as non-urgent.  
No significant relationships were found between perceived urgency and age, 
gender, marital status, place of residence or employment status (all p values > .05). 
Patients with less than high school education perceived their condition as more urgent 
compared to those who had completed college/university education (p < .05). Patients 
12 
 
who arrived in the early morning (23:01–07:59) also perceived their problem as more 
urgent compared to other times of arrival (p < .05).  
Patients were generally very satisfied (37.4%; n = 131) or satisfied (45.1%; n = 
158) with the triage system used. A small minority were dissatisfied (14.6%; n = 51) or 
very dissatisfied (2.9%; n = 10) with CTAS. Patient satisfaction with the triage system 
was found to be negatively associated with their perception of urgency (r = –.25, p < 
.001), meaning that as perception of urgency increased, patient satisfaction with the 
triage system tended to decrease. 
 
DISCUSSION 
This study sought to investigate why Saudi patients visit the ED for non-urgent 
conditions and whether patient perceptions of urgency correspond to ED nurse ratings. 
Our findings indicate multiple factors influence patient preference to attend a tertiary 
ED instead of primary care in the Saudi context, including the lack of a regular primary 
care provider or source of healthcare, perceived convenience and access to care on the 
same day, and the perception that they will get better care and access to specific 
treatments and investigations. Patient perceptions of urgency differed significantly from 
nurse ratings suggesting the need for greater consumer education about the appropriate 
clinical management of their condition. The findings also underscore the need to 
improve community awareness of the role of the ED and address the perceived lack of 
access to primary healthcare services. 
The reason for seeking healthcare is an important factor in deciding to attend the 
ED (Uscher-Pines et al., 2013). In this study acute pain problems were the most 
common presenting complaints. While some patients reported new onset pain problems, 
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many presented with acute exacerbations of chronic pain conditions such as low back 
pain or joint pain and were seeking analgesia or diagnostic tests that were not available 
at PHCCs. Approximately 25% of the sample presented to the ED with cold and flu-like 
illnesses and the remaining had chronic conditions or minor illnesses such as skin 
conditions. Consistent with a previous Saudi study (Siddiqui and Ogbeide, 2002), a 
significant minority of patients also attended the ED for a sick leave certificate only. We 
found that one-third of the sample took up to a week since the onset of their problem to 
decide to attend the ED. Likewise, a Jordanian study found only 20% of patients 
attending an ED came within 24 hours of the onset of their symptoms (Jerius et al., 
2010). Family members were also often involved in the decision to attend the ED which 
reflects the Saudi collectivist culture where most extended families live together and 
share decision-making about whether or not to visit the ED for their illness. 
Most patients did not have a regular primary care provider and their level of 
satisfaction with care provided by local PHCCs was generally low. This may explain 
why approximately half of the sample usually visited the ED to access healthcare, often 
multiple times over the past year. Only 4.9% had contacted a primary care provider for 
their presenting problem before arriving to the ED. This supports the argument that 
Saudis are mostly reliant on the ED for healthcare and may reflect a lack of satisfaction 
and access to primary care given regional population growth (Al-Sakkak et al., 2008), or 
a lack of trust in their local general practitioner (Al-Doghaither and Saeed, 2000; Jerius 
et al., 2010).  
Despite the Saudi government committing enormous resources to improve 
primary health services over the past few decades and provide free healthcare to all 
citizens and expatriates working in the public sector, there are key challenges for the 
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Saudi healthcare system which put pressure on EDs and tertiary services (Aldossary et 
al., 2008; Almalki et al., 2011). Rapid population growth and high demand for 
healthcare services are exacerbated by nursing and health workforce shortages (AlYami 
and Watson, 2014). There is a maldistribution of health services and professionals 
across geographical areas, with long waiting times for many healthcare services 
(Almalki et al., 2011). A review of the quality of primary healthcare in Saudi Arabia 
also identified significant problems with the accessibility and effectiveness of care, 
particularly relating to chronic disease management (Al-Ahmadi and Roland, 2005). 
Key findings were inadequate implementation of evidence-based guidelines by 
physicians, poor diagnostic and referral practices, and inappropriate prescription 
patterns. Moreover, communication and cultural barriers were problematic given that 
most primary care physicians are expatriates and do not speak Arabic (Al-Ahmadi and 
Roland, 2005). These are challenges which must be addressed to reduce non-urgent ED 
use. 
Prevalent reasons for patient visits to the ED also included perceived 
convenience and access to treatment on the same day without a prior appointment. This 
is similar to other Middle Eastern studies which found that patients attended the ED 
with non-urgent problems because it was convenient, had easy accessibility at any time, 
and had short waiting times compared with PHCCs (Al-Hay et al., 1997; Jerius et al., 
2010; Rehmani and Norain, 2007). Patients in this study reported that they found it 
difficult to obtain an appointment on the same day with their local PHCC. Examples 
included frustration with the appointment system, poor telephone communication, long 
waiting lists, and restricted opening hours. In Saudi Arabia, PHCCs are typically closed 
at 5 pm during the weekdays and do not open on weekends. These issues can be 
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addressed with sufficient resource allocation and with better co-operation between the 
hospital administrators, primary care providers and the Ministry of Health. To improve 
accessibility to PHCCs, administration could invest in an online booking system, 
increase the number of medical and nurse practitioners, and increase clinic opening 
hours during evenings and weekends.  
Another common finding was the perception that the ED would provide better 
care than other available health services. Uscher-Pines et al. (2013) argue that an 
individual’s knowledge, beliefs and attitudes about alternative options for care are key 
determinants of non-urgent ED use. Based on previous studies of patient satisfaction 
with primary care (Al-Ahmadi and Roland, 2005), it is probable that many patients 
believed they would be assessed, diagnosed and treated by more skilled healthcare 
workers in the ED with access to more technologically advanced equipment compared 
to PHCCs. Similar to previous studies (Field and Lantz, 2006; Masso et al., 2007; 
Shakhatreh et al., 2003), many patients also attended the ED because they believed they 
would gain rapid access to investigations such as blood tests and X-rays. In Saudi 
Arabia, the ED can be seen by some patients as a “one stop shop,” providing medical 
services, pathology and pharmacy in one location. 
Only 22.3% of the sample attended the ED because of the perceived urgency of 
their health problem. As stated by Selasawati et al. (2007), it is understandable that lay 
persons have difficulty in determining the urgency of their illness. However, while 
patients’ presenting complaints are not always considered clinically urgent, they should 
not be discouraged from seeking care for a condition which they believe warrants it. 
One implication of this study is that ED nurses should play a more proactive role in 
educating the general public about when they should go to the ED, as well as the 
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disadvantages of visiting the ED when their condition is not urgent. Community 
education programs that encourage people with minor conditions to go to their local 
healthcare provider rather than the ED also appear warranted. Interventions need to be 
designed to educate patients about how to assess the urgency of their problems and to 
modify expectations about the immediacy of services provided by hospital EDs. An 
economic analysis of the costs involved in caring for non-urgent patients in the ED 
compared to the local PHCCs is also needed.  
Participants who were married, from a rural area and had lower educational 
status were more likely to endorse multiple reasons for attending the ED with a non-
urgent condition. This finding is somewhat consistent with the existing Western 
literature that suggests social markers of disadvantage may be associated with 
inappropriate ED use (Carret et al., 2009). We found older patients were more likely to 
visit the ED because of the belief that it provides better care and access to 
investigations, which may reflect the burden of chronic illness in this age group and the 
need for specialist treatments. In addition, women were more likely to attend the ED 
because of convenience and access. In Saudi Arabia, women typically cannot travel on 
their own without a male ‘mahram’ family member and often have to wait for a male 
family member to drive them to the ED after work (Siddiqui and Ogbeide, 2002). 
An important finding in this study was that patient perceptions of urgency 
differed significantly from clinical opinion. Approximately two-thirds (65.3%) of CTAS 
V patients and one-third (31.8%) of CTAS IV patients believed their condition was 
more urgent than their triage nurse rating. Our findings are consistent with a rural 
Australian ED study which found no correlation between patient perception of urgency 
and triage category (Callen et al., 2008). Some urgent patients did not consider their 
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condition to be time sensitive or life threatening, while several non-urgent patients in 
low triage categories believed their presenting condition to be urgent (Callen et al., 
2008). Other studies also found discrepancies between patient and ED staff perceptions 
of an emergency (Durand et al., 2012; Sanders, 2000). For example, a Canadian study 
that compared urgency ratings for 1096 patients with ED staff found only 19.4% of 
patients considered their visit non-urgent compared to 45.2% of ED physicians/nurse 
practitioner and 63.7% of ED nurses (Harris et al., 2004). Reasons for the disagreement 
about perception of urgency may include factors such as timeliness of care, empathy, 
technical expertise, provision of information to patients, and effective pain management 
which are correlated with patient satisfaction with ED care (Welch, 2010). Together 
with the findings of this study, Welch’s (2010) review suggests that if patients perceive 
the care they receive as timely, competent, and empathic they are more likely to return 
to the ED for care in the future. Therefore, education campaigns to better inform Saudi 
patients about the role of the ED may not necessarily reduce non-urgent use until 
attendance to PHCCs becomes more attractive than the ED. 
Limitations  
This study adds important new knowledge to the literature on non-urgent ED use 
in Saudi Arabia. However, our findings need to be interpreted with several limitations in 
mind. First, we sampled from a single military hospital ED in Riyadh which limits the 
generalisability of the results to hospital EDs in other regions somewhat. In future 
studies it would also be worthwhile to compare non-urgent patients with similar 
problems who decide to seek care in the primary care setting. Second, the survey was 
undertaken face-to-face during the patient’s waiting time in the ED which may have 
influenced their responses, such as questions about the urgency of their condition. 
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CONCLUSIONS 
  Currently, there are no specific national initiatives to reduce ED crowding and 
non-urgent attendance in Saudi Arabia (Pines et al., 2011). Taken together, the findings 
of this study reveal key factors that influence non-urgent patient visits to the ED in the 
Saudi context that can be targeted through education and improved community 
awareness of the role of the ED. Policy initiatives to improve access and satisfaction 
with primary healthcare services are also part of the solution. Based on these findings 
there is scope for future emergency nursing research in this area to develop evidence-
based interventions to reduce non-urgent use.  
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TABLES 
Table 1. Canadian Triage and Acuity Scale (CTAS) level descriptions 
CTAS levels Category Time to be seen Description 
Level I Resuscitation Immediate 
Conditions that threaten life or limb (or 
imminent risk of deterioration) requiring 
immediate aggressive intervention. 
Level II Emergent Within 15 minutes 
Conditions that are a potential threat to 
life, limb or function, requiring rapid 
medical intervention or delegated acts. 
Level III Urgent Within 30 minutes 
Conditions that could potentially progress 
to a serious problem requiring emergency 
intervention. 
Level IV Less urgent/ Semi-urgent Within 60 minutes 
Conditions that would benefit from 
intervention or reassurance within 1–2 
hours due to the patient’s age, distress or 
potential for deterioration or 
complications. 
Level V Non-urgent Within 120 minutes 
Conditions that may be acute but non-
urgent or part of a chronic problem with 
or without evidence of deterioration (some 
could be referred elsewhere). 
From: Murray, Bullard, Grafstein, for the CTAS and CEDIS National Working Groups (2004) 
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Table 2. Sample characteristics (N = 350) 
Characteristic n % 
Age 
Years (Mean ± SD) 
 
32.1 
 
±12.2 
Sex 
Men 
Women 
 
202 
148 
 
57.7 
42.3 
Marital Status 
Married 
Single 
 
215 
133 
 
61.4 
38.0 
Place of residence 
Urban 
Rural 
 
309 
37 
 
88.3 
9.7 
Highest level of education 
Primary 
Intermediate 
High school  
College or university  
 
38 
57 
150 
97 
 
10.9 
16.3 
42.9 
27.7 
Employment status 
Unemployed  
Employed 
 
195 
148 
 
55.7 
42.3 
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Table 3. Frequency of non-urgent presenting complaints in the ED 
 Frequency, n (%) 
Categories Male (n = 202) Female (n = 148) Total (n = 350) 
Acute pain 115 (56.9) 78 (52.7) 193 (55.1) 
Generalised cold/flu symptoms 19 (9.4) 14 (9.5) 33 (9.4) 
Fever 20 (9.9) 12 (8.1) 32 (9.1) 
Cough 7 (3.5) 13 (8.8) 20 (5.7) 
Respiratory/breathing problems 15 (7.4) 3 (2.0) 18 (5.1) 
Bowel symptoms 9 (4.5) 7 (4.7) 16 (4.6) 
Skin allergy/infections 2 (1.0) 7 (4.7) 9 (2.6) 
Vomiting 4 (2.0) 2 (1.4) 6 (1.7) 
Dizziness 1 (0.5) 4 (2.7) 5 (1.4) 
Urinary symptoms 3 (1.5) 1 (0.7) 4 (1.1) 
Generalised body weakness 2 (1.0) 2 (1.4) 4 (1.1) 
Wound 2 (1.0) 1 (0.7) 3 (0.9) 
Routine check-up for chronic condition 1 (0.5) 1 (0.7) 2 (0.6) 
Joint swelling 2 (1.0) 0 (0) 2 (0.6) 
Gynaecological 0 (0) 2 (1.4) 2 (0.6) 
Palpitations 0 (0) 1 (0.7) 1 (0.3) 
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Table 4. Reasons for attending the ED with non-urgent problems 
Why did you choose to attend the ED for your problem today? n % 
I don’t have a regular healthcare provider 222 63.4 
I can receive care on the same day without an appointment 219 62.6 
Convenience and access to medical care 24/7 
ED gives better care than any other health services in this area 
219 
156 
62.6 
44.6 
I can access investigations such as blood tests or X-rays 131 37.4 
Urgency of the problem 78 22.3 
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Table 5. Agreement between patients and ED nurses on triage classification 
 Patient perception of CTAS category (n, %) 
CTAS rating  
by triage RN 
Resuscitation 
I 
Emergent 
II 
Urgent 
III 
Less urgent 
IV 
Non-urgent 
V 
Less urgent  
IV 
0 10 (6.2) 41(25.6) 68 (42.5) 41(25.6) 
Non-urgent  
V 
0 12 (6.3) 28(14.7) 84 (44.2) 66 (34.7) 
Total 0 22 (6.3) 69 (19.7) 152 (43.4) 107 (30.6) 
Note: Kappa statistic = .03, p = .42. 
 
 
